Introduction
The care nurses provide to sustain life, enable recovery, alleviate suffering and promote health without appropriate, adequate and quality documentation with appropriate language can be referred to as a waste of effort. To share information on patients/clients with other nurses and between clinical disciplines and care settings, data needs to be recorded and stored in a standardized form. Also, health care disciplines, especially nurses, are required to develop quality measures of documentation using standardized nursing terminologies to reflect the quality of health services they render (Allen, Chapman, Conor & Francis, 2007) .
Although nurses have always been an integral part of the health care system, their contributions have largely been invisible in the health database because of poor documentation of care as well as lack of use of standardized nursing terminologies. Nurses' documentation of the care they give to patients/clients in terms of diagnoses they treat, the interventions used to treat the diagnoses, and the resulting outcomes/responses are necessary for evaluation of care (Bostick, Riggs, & Rantz, 2003) . But in the discipline of nursing, however, data have been buried in a narrative, understructure format, in which aggregation of data is difficult. Nurses have been underrepresented in the communication of healthcare data, research, and education (Burkhart & Androwich, 2004) . Thus, nurses and nurse researchers have recognized the need for a systematic description of nursing interventions so that the contribution of the nursing profession to patient care is recognized and understood (Bulechek, Butcher, & Dochterman, 2008) .
Statement of problem
In clinical practice, nurses are required to systematize patient care as to ensure patient safety and quality care (Paans, Sermeus, Nieweg, & Van der Schans, 2010; Saranto & Kinnunen, 2009) . A key aspect of this process is that nursing records be kept in a comprehensive and proper fashion and especially, that this documentation be understood and valued. Within this context, the use of standardized terminology for nursing documentation has gained ground and helped enhance the quality of nursing records (Linch, Müller-Staub, & Rabelo, 2010) .
In Nigeria, especially at the PHCs, nursing documentation is a routine practice but nurses rarely use standardized language for this purpose. Furthermore, 100% of nursing records are paper based. Since nurses are expected to describe, document nursing care to patients/clients and evaluate their contributions to the health care system, using standardized nursing terminology (NANDA-I, NIC, & NOC) within the health care system for documentation is critical for nurses to communicate their impact on patient care to the multidisciplinary team. The universal requirement for quality patient care, internal control, efficiency and cost containment, has made it imperative for nurses to document care adequately and consistently but this is not the case among nurses in Primary Health Centres.
In many countries, as well as in Nigeria, nursing documentation is part of the patient health care record and health laws require that the documentation of care and nursing treatments be adequate, complete, and of good quality. Patient's health problems that nurses address, the nursing interventions performed and the evaluation of the care given must be documented. Therefore, the nursing portion of the record is a means not only to document and compare, but also to ensure and improve the quality of nursing care. It is imperative to state that quality documentation is core to effective use of standardized nursing terminologies for quality nursing care. Regrettably, nurses have not been consistent in the use of appropriate nursing terminologies. 
Objectives of the study
The specific objectives of this research are to i. determine whether NNN was used for documentation of care at the maternal and infant/child welfare units of the selected PHCs. ii. identify the NNN used for documentation of nursing care at the maternal and infant/child welfare units of the selected PHCs.
Research question
i. Are NNN used for documentation of nursing care at the maternal and infant/child welfare units of the selected PHCs? ii. What are the NNN used for documentation of care at the maternal and infant/child welfare units of the selected PHCs?
Hypothesis
There is no significant difference in the NNN used for documentation of care between the maternal and infant/child welfare units of the selected PHCs.
Significance of the study
In a global and national sense, the significance of this study is to validate that NNN can be used by Public Health Nurses for documentation of care at the Primary Health Care settings. The findings of the study will provide information to Public Health Nurses, managers, and administrators in these facilities on the most effective way to document client care. It will provide data on the use of existing Standardized Nursing Languages (SNLs) and the development of new ones in nursing in Nigeria and globally.
Ultimately, through constant and continuous evaluation of PHNs' documentation using NNN across various health care settings, gaps in the documentation process will be discovered and necessary actions and corrections will be taken with immediate effect. This will help to improve quality of care rendered to clients and serve as a tool for evaluation of nursing care and practice. It will provide baseline data for further research.
Literature review
Standardized Nursing Language which is a current concept in nursing profession is the commonly accepted terminology used widely by nurses to describe the care given to patients. Rutherford (2008) observed that Keenan supplied a straight forward definition of a standardized nursing language as a common language readily understood by nurses to provide. In the same vein, the Association of Perioperative Registered Nurses (AORN) (2016) further explained that a standardized language provides nurses with a common means of communication. Similarly, Thede and Sewell (2012) defined a standardized terminology as a list of terms with agreed upon definitions so that when a term is used it means the same thing to everyone.
According to Olaogun and Adejumo (2014) , Standardized Nursing Language is defined as content standards that include terms which a focus of health (diagnoses), interventions and outcomes consistent with the scope of nursing practice. Rutherford (2008) opined that Standardized Nursing Languages describe nursing care concepts such as diagnoses, interventions and outcomes using common terms to communicate within and across health care systems, health care providers, and other health professionals. Documentation using NANDA-I, NIC & NOC is very important and cannot be over-emphasized. Aquillino and Keenan (2001) asserted that the aims of the movement of nursing documentation towards standardized nursing language is to improve nurses' communication with other healthcare providers, promote continuity of patient care and provide data that can support the credibility and visibility of the profession. This style of documentation would give precision to what nurses do, capture patient data more efficiently, thus benefiting both patients and researchers.
It is widely known that nursing documentation contains the record of provided care to the patients admitted to different hospital wards. The goal of this record is to empower health-care systems through standardized patient care. Proper documentation is a fundamental component of patient care Documenting executed tasks is also considered an integral component of the so-called "nursing process". The nursing process is a recognized scientific method for patient-oriented care that comprised of six phases: 1) patient/client assessment; 2) primary nursing diagnosis; 3) outcome/goal identification; 4) planning to achieve goals; 5) implementing defined plans and documenting the process; and 6) evaluation of nursing care.
To achieve high standards of clinical medicine and nursing, it is imperative that the process of documentation is done consistently and properly among health-care providers, yet setting up a system to do so remains a constant challenge. Shortcomings in the documentation of nursing care results in ineffective service provision; for this reason, standard tools to evaluate patient records are utilized among nursing teams and managers; these measures are important in providing high-quality service in any medical setting. Additionally, nursing reports are the only viable legal record of the executed tasks and the best evidence to be offered in cases of negligence complaints.
Furthermore, NANDA-I, NIC & NOC address only one of the three nursing elements needed for full planning and documentation. To provide terminology to document nursing problems, interventions, and outcomes it is necessary for NANDA-I, NIC, & NOC to be used together.
Johnson (2006) posited that NNN linkages are structured NANDA-I nursing diagnoses with a list of recommended or possible NOC outcomes, and a list of recommended NIC interventions to meet the selected outcome of the diagnosis. They are as well used for the development of care plans for individuals, family and community. Several intervention studies have been conducted on the use of NANDA-I, NIC & NOC for documentation of care nationally and internationally through education and training of nurses using diverse patient populations and facilities. Abreu (2006) conducted a study on the NANDA-I, NIC & NOC linkages by the nurses in the care of orthopaedic patients in a Brazilian University hospital. The linkages were for three nursing diagnoses (153 patients presented with a Bathing/Hygiene Self Care Deficit; 134 patients had Impaired Physical Mobility; 128 patients had Risk for Infection) with patients undergoing Total Hip Replacement procedures. He found out that for the three most prevalent nursing diagnoses, fifty-two different nursing interventions were prescribed and the majority of them were mapped to interventions and activities contained in twentyeight NIC interventions located in Physiological: Basic, Physiological: Complex, Behavioural, and Safety domains. In a study conducted by Hughes (2006) in Ireland, he identified and defined the problems, interventions, and outcomes of patients with spinal cord injury within the Irish Spinal Cord Injury Service with standardized terminologies using consensus-based approach. He further made comparisons between the acute and rehabilitation centres as well as with results of a similar study conducted previously in the United Kingdom. This gave way for further study on identification of common nursing terminologies among the spinal cord injury in Ireland and United Kingdom. In another study, the understandability, validity, and appropriateness of the determined nursing diagnoses, interventions and activities of each intervention, and outcomes were evaluated through a series of focus group meetings in a Burn unit in Turkey. In this study, the actual and potential nursing diagnoses leading to nursing interventions in the care of patients in the Burn unit were identified (Erdemir & Algier, 2006) . To validate the necessity of NANDA-I, NIC, & NOC linkage, another study by Kautz (2006) found that NANDA-I nursing diagnoses, nursing interventions and nursing outcomes were appropriately linked and used to document patient/client care.
Yom (2002) 
Theoretical framework
Everett Rogers's Diffusion of Innovation (DOI) theory was selected as the theory on which this research work is based. This is because it provides the steps needed to know and successfully adopt an innovative change. According to Rogers (2003) , Diffusion is the process by which an innovation is communicated through certain channels over time among the members of a social system. Given that ISSN: 2520-3126
Nursing Officers in charge of the facilities. Consent was obtained from the nurses to use the care plans of the patients. Information got from these records was kept confidential and used for research purpose only. The above table shows the NANDA-I nursing diagnoses used by the PHNs at the Maternal Health Units in the care of women and mothers attending the centres for services such as Antenatal Care, Intrapartal Care, Postnatal Care, Medical Care, etc. From the table, seventeen nursing diagnoses were used by the PHNs for documentation of nursing care. The most frequently used nursing diagnoses were Hyperthermia (16.6%), Fluid volume deficit (8.3%), Nausea & vomiting (8.3%), knowledge deficit (7.7%), Acute pain (7.2%), Imbalanced nutrition less than body requirement (6.6%), etc. The above table shows the NANDA I nursing diagnoses used by PHNs in the care of infants and children that are brought by their mothers, caregivers, or significant others for medical attention or childhood illnesses. The most frequently used NANDA-I nursing diagnoses include Hyperthermia (19.2%), Infection (14.9%), Imbalanced nutrition less than body requirement (10.7%), Acute pain (6.4%), Injury (5.9%), Oral mucous membrane impaired (5.9%), Fluid volume deficit (5.6%), Diarrhoea (5.1%), etc. 
Results of the study

Result of hypothesis
Hypothesis (HO): There is no significant difference in the NNN used for documentation at the maternal and infant/child welfare units of the selected PHCs. The above table showed that the t calculated value of -1.00 is lesser than the critical value of 1.96, which was not significant at 0.05 alpha levels. The finding revealed that there is no significant difference in the NNN used for documentation of care between PHNs at the maternal and infant health care units of the selected PHCs. Therefore, the null hypothesis postulated was accepted.
T-test
Discussion of results
The study revealed that NNN was used by the PHNs to document care given to clients/patients at the maternal and infant welfare units of the selected PHCs. Tables 1 to 6 shows the NNN used for documentation of care at the maternal and infant/child health care units. The NANDA-I nursing diagnoses used at the maternal unit include Hyperthermia (16.6%), Fluid volume deficit (8.3%), Nausea & vomiting (8.3%), knowledge deficit (7.7%), Acute pain (7.2%), Imbalanced nutrition less than body requirement (6.6%), and so on. The NOCs used at the maternal unit were Thermoregulation (12.8%), Fluid balance (7.7%), Nausea & vomiting (6.1%), Nutritional status: Food & Fluid intake (6.1%), Vital signs (5.1%), etc. The NICs used at the maternal unit include Analgesic administration (6.7%), Nutritional counseling (6.7%), vital signs monitoring (6.7%), vomiting management (5.8%), Nausea management (4.5%), etc.
The NANDA-I nursing diagnoses used at the Infant health care unit include Hyperthermia (19.2%), Infection (14.9%), Imbalanced nutrition less than body requirement (10.7%), Acute pain (6.4%), Injury (5.9%), Oral mucous membrane impaired (5.9%), Fluid volume deficit (5.6%), Diarrhoea The results of this study are also related to the findings of several studies carried out by various researchers on the use of NNN for documentation of nursing care. In a study conducted by Hughes (2006) in Ireland, he identified and defined the problems, interventions, and outcomes of patients with spinal cord injury within the Irish Spinal Cord Injury Service with standardized terminologies using consensus-based approach. He further made comparisons between the acute and rehabilitation centres as well as with results of a similar study conducted previously in the United Kingdom. This gave way for further study on identification of common nursing terminologies among the spinal cord injury in Ireland and United Kingdom. In another study, the understandability, validity, and appropriateness of the determined nursing diagnoses, interventions and activities of each intervention, and outcomes were evaluated through a series of focus group meetings in a Burn unit in Turkey. The result showed that the actual and potential nursing diagnoses leading to nursing interventions in the care of patients in the Burn unit were identified (Erdemir & Algier, 2006) . Larrabee, et al. (2001) reported on the evaluation of documentation before and after the introduction of a nursing information system, using standardized NANDA-I, NIC and NOC diagnoses, interventions, and outcomes. A statistically significant improvement in the specification and achievement of nursing outcomes and implementation of nursing interventions was found. A longitudinal, comparative quasi-experimental study showed a statistically significant, qualitative improvement of nursing interventions and outcomes after training nurses in assessment, diagnosing, planning, implementing and evaluation, using coherence as a quality indicator. Mean scores for the documentation of nursing history, diagnoses, expected outcomes, planned interventions and outcomes attained rose statistically significant after training and at three years later, indicating the improvement persisted over time (Bjoervell et al., 2002) . Nahm & Poston (2000) also found a statistically significant increase in the quality of the documentation after introduction of standardized diagnoses and interventions in nursing documentation.
Conclusion/Recommendations
The study evaluated and critically analyzed the adequacy and quality of PHNs' documentation of care using NNN at the maternal and infant welfare units at selected PHCs. The study has demonstrated that NNN can be used for documentation of care as well as appropriately linked at the PHCs and not only at the Tertiary and secondary health facilities.
The study has also compared the adequacy and quality of PHNs' documentation of care at PHCs. Most studies carried out on NNN for documentation in Nigeria had been focused on tertiary and secondary facilities.
Based on the findings of the study, the following recommendations are made: (a) It is crucial to implement and constantly support nurses to practice critical thinking and clinical reflection (b) After the training on NNN, nurses must be supported regularly both in the correct use and application of NNN for documentation (c) Influencing factors and barriers in the use of nursing documentation are to be analyzed and evaluated regularly (d) The use and documentation quality of the NNN nursing process should be evaluated periodically, and corresponding feedbacks should be given to clinical nurses.
